


PART 2 ASSISTANT INFORMATION 

•Assistant=s Name
-------- --------- --------------------

last 

•Assistant=s social security number
----------

First Ml 

•Employed by ____________________________________ _

•Employment Location
-----------------------------------

Street PO Box 

City Stale Zip 

•Date employment began __ / __ / __ Number of hours working weekly: ______ _ 

•Date employment ended __ / __ / __ (If reporting that an assistant no longer works with you)

•Employment setting is: (indicate one)

_school district/cooperative 

_adult care facility 

_university 

_ government health dept. 

_hospital 

clinic 

_private practice 

_other (specify) _____ _

•Assistant's highest level of education: (indicate one)

_high school diploma or equivalent 

_undergraduate college credits 

_bachelors degree in ___________ _ _ 

advanced degree in 

------------

Has the assistant received training prescribed in KAR 28-61-8(a)? 

_Yes _No 
•If yes, date training completed __ / __ / __

If no, explain 
------------------------------------

PART 3 LICENSED SUPERVISOR'S SIGNATURE 

I do hereby attest that the information supplied in this form is accurate and complete to the best of my knowledge and that I am 
the person described in this form as the Kansas licensed supervisor. I have read KAR 28-61-8 which regulates 
speech-language pathology and audiology assistants. The documentation prescribed in KAR 28-61-8 and listed on this form is 
on file. I further attest that the assistant named in this form will receive ongoing supervised training provided by a Kansas 
licensed Speech-Language Pathologist or Audiologist for a minimum of one hour per month. 

Licensed Supervisor's Signature 

Send this completed form to: 

HEALTH OCCUPATIONS CREDENTIALING 
503 S KANSAS AVE
TOPEKA KS 66603 

Date 






